Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Regency Hualalai _ [ CHAPTERSG — —
~[Address: o JEEE— —| Inspection Date: April 22 & 23, 2021 Annua —
75-181 Hualalai Road, Kailua-Kona, Hawaxii 96740

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IFIT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

w
YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. FEEEIS NOE
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL;EE’;’OSTED

ONLINE, WITHOUT YOUR RESPONSE. ggg w
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RULES (CRITERIA)

PLAN OF CORRECTION Completion

Date
<] | §11-90-8 Range of services. @x2) PART 1
Service plan.

A service plan shall be developed and followed for each C Orrecting the deﬁcien cy
resident consistent with the resident's unique physical,

psychological, and social needs, along with recognition of - - 3

that resident's capabilities and preferences. The plan shall after the faCt IS nOt

include a written description of what services wiil be

provided, who will provide the services, when the services pr aCticaU appr Op riate' F or
will be provided, how often services will be provided, and

the expected outcome. Each resident shall actively _this _deﬁcien.cy,..only/a---fu-ture e B IR
B T ‘participate in the development of the service plan to the . .
! plan is required.
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extent possible;
i -FINDINGS—- SR , L N
S T —|- —|-Resident #1 —Service.plan dated 8/19/20, 10/5/20;-11/6/20; — -

i and 3/31/21 state, “weight monitoring monthly™; however,

J documentation of weight for 1172020, 1212020, and 1/2021
were unavailable,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of services. (a}(2) PART 2
Service plan.
A service plan shall be developed and followed for each FUT PLAN
resident consistent with the resident's unique physical, ‘
psychological, and social needs, along with recognition of that f 1-90-8
resident's capabilities and preferences. The plan shall include )
2 written description of what services will be provided, who Range of Services (a) (2)
will provide the services, when the services will be provided, .
how often services will be provided, and the expected - _ServicePlan 0} —
| outcome. Each resident shall actively participate in the i : )
development of the service plan to the extent possible: | * Weights are to be obtained and documented
j the first week of every month
"FINDINGS - |+ RCC [Resident Care Coordinator] will run a
Re:igf;l%:—*seﬂm‘PI:"@W*Wl'ﬁﬂﬁg?;m(fﬂm& 0 weight audit the 2™ week each month to
an state, “weight monitoring monthly”; however, o :
documentation of weight for {1/2020, 12/2020, and $/202 ! check for missing d°°”"fe"*°"f°"
were unavailable. | * RCCwill provide staff with a list for makeup
: weights each month
. RCC will complete an additional follow up audit
| of weights to ensure completion and documentation
# * Weights will be reviewed by a LN each month at
‘ the Nutrition/Weight Meeting
: Staff will be educated regarding changes ~
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| between 22118 and 22120 —

The initial service plan shall be developed prior to the time the
resident moves into the facility and shall be revised if needed
within 30 days. The service plan shall be reviewed and
updated by the facility, the resident, and others as designated
by the resident at least annually or more often as needed:

FINDINGS

Resident #11 — Annual service plan update unavailable

practical/appropriate. For
this deficiency, only a future |

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
[X] | §11-90-8 Range of services (a)(3) PART 1
Service plan,

Correcting the deficiency
after-the-fact is not

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of services. (a}3) PART2

Service plan.

The initiai service plan shall be developed prior to the time
the resident moves into the facility and shall be revised if
needed within 30 days. The service plan shall be reviewed
and updated by the facility, the resident, and others as

designated by the resident at least annually or more often as
needed;

FINDINGS

“Resident #11' = Annual service plan ‘wpdate unavailable

between 2/21/18 and 2/21/20

FUTURE PLAN

1-90-8

Range of Services (o) {3}

Service Plan

Regarding resident #t11
Service pian revision was done in 2015,

|
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The review date was not entered correctly.

In the future:
At the end of each month the DON, C-RN and

RCC will review all service plans that were due
and check for completion,

Any services plans not completed and

appropriately documented in PCC will be
finished at that time.

Clinical leadership team will be educated
regarding this process

Completion Date: 6/8/2021
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RULES (CRITERIA) PLAN OF CORRECTION Compietion
Date
§11-90-8 Range of seyvices. (bX1XB) PART 1
Services.
The assisted living facility shall provide the following: DID YOU CORRECT THE DEFICIEN Y2
Three meals daily, seven days a week, including modified 11-90-
diets and snacks which have been evaluated and appraved by
a dietitian on a semi-annual basis and are appropriate to i R of Services 1
residents’ needs and choices; !
‘ Services

FINDINGS

“Resident #1= Physician's diet orde datéd 9/8/20 states,

“ADA 2000 calorie + low salt dier™; however, diet order on
service plan dated 8/19/20, 10/5720, 11/6/20, and 3/31/21
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states“regular diet.

Regarding Resident #1

* Diet Order adjusted in service plan

i ¢ ADA/Low Salt diet order given to

| Dietary Department

: + L[Ndiscussed dietary restrictions with
Resident to ensure her understanding

* Resident signed 'Managed Risk' form
stating she is aware of her dietary needs

| and will continue to order her meals

independently with guidance from spouse,

| Date of Completion: 6/8/2021
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of services. (b)1)(B) PART 2
Services.
The assisted living facility shall provide the following: FUTU PLAN
Three meals daily, seven days a week, including modified 11-90-8
diets and snacks which have been evaluated and approved by |, Range of Services (b) (1) (B)
a dietitian on a semi-annual basis and are appropriate to | Services
residents’ needs and choices; :
FINDINGS ll ¢ Diet order audit for all residents R
| Resident#1- Physician’s diet order dited 9/8720 states, | was conducted. Necessary chenges will
“ADA 2000 calorie + low salt diet™; however, diet order on | be made to individual service plans,
service plan dated 8/19/20, 10/5/20, 11/6/20, and 3/31/21 | e Standard Admission orders were revised ... ...
states “regular diet”. to reflect accommodation for all diets
*  Discussion was held with £D, DON and
Dietary Manager regarding need to
accommodate all diet orders
* Diet Orders will be checked against
service plan [for accuracy]
during Annual Service Plan Reviews
¢ LN will meet with any residents who do not wish
to comply with specialized diet orders. Risks
and Benefits will be addressed. Residents will
be asked to sign a “Managed Risk* form. 2 i N
This will be scanned in to resident chart, r—?‘g p =
appropriate notifications will be made s =
; g2t O
l »  Staff will be educated regarding specialized diegb
| 3 &
" »  Completion Date: 6/8/2021 g
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §t1-90-8 Range of services. (bX1XF) PART 1
Services.
; . R THE DEFICIENCY?
The assisted living facility shall provide the following: 1D YOU CORRE: ;
Nursing assessment, health monitoring, and routine nursing 11-90-8
tasks, including those which may be delegated to unlicensed i Services 1
assistive personnel by a currently licensed registered nurse : &M—)—@
under the provisions of the state Board of Nursing; , ~ =envces
FINDINGS S | U IR
fffff “Resident # 1= Preseription labet on bottle of labetalol filled on ||~ Regarding Resident #1
12/4120 states, “Take % tab by mouth twice daily”™, however, || , o
the medication adminisu-ationyrecord (MAR) states, “Give 0.5 [, °  Pharmacy label stating change of directions
tablet-orally-one time-a-day for therapeutic use™, The orderon | hVimiﬁféh’ applied fo medication container
medication bottle and MAR are not consistent, . Medication order reviewed by LN
. * Physician contacted for clarification
l *  Necessary changes made to ensure eMar order
| and prescription label matched
l * Immediate in-service heid with Med Tech's
f regarding process for clarification and notification
| of any discrepancies with pharmacy labels and
i eMar orders
1)
} i Completion Date: 4/22/21
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of services. (b)(1)F) PART 2
Services.
The assisted living facility shall provide the following: FUTURE PLAN
Nursing assessment, health monitoring, and routine nursing 11-90-8
tasks, including those which may be delegated to unlicensed : Ra ices L
assistive personnel by a currently Jicensed registered nurse i
under the provisions of the state Board of Nursing; i Part 2
FINDINGS e e
| Resident #1 — Prescription labe! on bottle ofdl:ﬁetalzl filled on |« Medication Audit conducted for
4 “ b th twi ily”; however, : - N
t':é fﬂg;t::’:n ;ﬁi::trtzgo:yr:‘c::d M :;) sta{es. “Give 0.5 L rec.oncdlng medlf:atlon orders on eMar i
tablet orally onc time a day for therapeutic use™, The order on : with corresponding pharmacy labels
medication bottie and MAR are not consistent. | * Any discrepancies were corrected
: In the future:
| * Med Techs will notify LN immediately
upon discovery of any discrepancy between
eMar order and pharmacy label
* LN will review orders and reconcile with
} Physician and Pharmacy
* LNand/or Med Techs will apply @ o o
“change of directions” >
= =
pharmacy label as necessary MO =
59 o
*  Med Techs will be educated on process to Qé%
ensure pharmacy medication label matches ‘£ ?’ g
: directions on eMar @ 7 <h
‘ Ji
i Date of Completion: 6/8/2021
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Annual TB tests done March and April 2021

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-9 Record and reports system. (a)}1) PART 1t
The facility shall establish policies and procedures to maintain
a system of records and reports which shall include the o
following: DID YOU CORRECT THF, DEF ICIENCY?
Copy of a current physician or primary care provider's report | 11-90.
of resident's physical examination which includes tuberculosis |
clearance and verification that the resident is free from other ! rd and reports system 1
infectious or contagious diseases: |
FINDINGS I 7i7,4nnunl, Physicals..... . . .. - i o
| Residents #2-13 = Annual physical exam unavailable for | Regarding residents #2-13
review. Submit copy with pian of correction. | No current annual physicals available
Resident-#4— Initial 2-step TB tlearance unavailable for |[ RequesfswtbtWt fo resrsienf S physician
review. Submit copy with plan of comection, | for most current physical examination
i Once received, documentation will be scanned
Resident #2,5,11 — Annual TB clearance unavailable for ; in to resident chart
review. Dose #2 of COVID vaccine given on 2/7/21. Submit ;
copy with plan of correction. f‘ Initia) 2Step TB
r Regarding resident #4 ~
,  Resident did not have a 2step TB clearance gc
| due Yo past positive TB test = _===
l We received signed physician statement of !."c__,z —
| Positive TB results, Attestation and CXR o0& w
, ™
| 23 3
| Annual TB Clearance o = A
‘l Regarding resident #2511 L I
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-90-9 Record apd re system. {a)1)
The facility shall establish policies and procedures to maintain

a system of records and reports which shall include the
following:

Copy of a curvent physician or primary care provider's report
of resident's physical examination which inchdes tuberculosis
clearance and verification that the resident s free from other
infectious or contagious diseases:

FIND]

Residents #2-13 ~ Annual physical exam unavailable for
review. Submit copy with plan of correction.

PART 2

FUTURE PLAN

11-90-9
Rec al € 1

Annual Physicnl Exam L e

*  Information regarding Annual Physical Exam

-Resident #4 ~ Initial-2-step-TB-clearance unavailable for
review. Submit copy with plan of correction.

Resident #2,5,11 - Annuai TB clearance unavailsble for .
review. Dose #2 of COVID vaccine given on 2/7/21. Submit
copy with pian of correction.

o

*  Annual physical exam will be discussed with
each new resident during pre-move in assessment
* Information regarding annual physical exam
will be addressed at upcoming resident council
meeting [for all current residents]
*  Physical assessment form for PCP will be provided
to each resident at time of annual/biannual
care evaluation with instructions for
completion
*  Upon receipt of paperwork from PCP,
annual physical information will be scanned

into resident chart i
ﬁca
*  Clinical leadership Team will be educated o
regarding changes an)
st
Completion Date: 6/8/2021 -3

will_be added_to_new-resi dent-paperwork————{—
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-9 R d system. (a)|) PART 2
The facility shall establish policies and procedures to maintain

a system of records and reports which shall include the

following; FUTURE PLAN

Copy of a current physician or primary care pravider's report
of resident's physical examination which includes tuberculosis | Initial 2-step Clearance
clearance and verification that the resident is free from other ‘

infectious or contagious diseases; ;‘ *  Documentation for 2-step TB clearance

FINDINGS | wcilll Pe addec; directly ,*°,sf°f§°fd | i
Residents #2-13 — Annual physical exam unavailable for . admission orders
review. Submit copy with plan of comection. |+ TB tests/documentation will be reviewed

and noted by LN [prior to new admission ] to

i
,Resident.#dg,lnitiallmpm—elmance-nnavailable*for ‘I ensure appropriate completion
review. Submit copy with plan of correction. } *  RCC will scan documentation into resident
Resident #2,5,11 - Annual TB clearance unavailable for |
review. Dose #2 of COVID vaccine given on 2/7/2. Submit ;
copy with plan of correction. |
1
|

chart upon admission

*  Clinical Leadership Team will be educated
regarding this process

*  Completion Date: 6/8/2021
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-90-9 Record and reports system. (a)(1)

The facility shall establish policies and procedures to maintain

a system of records and reports which shall include the
following:

Copy of a current physician or primary care provider's report
of resident's physical examination which includes tuberculosis
clearance and verification that the resident is free from other
infectious or contagious diseases:

FINDINGS e
"Residents #2-13 — Annual physical exam unavailable for
review. Submit copy with plan of correction.

PART 2

FUTURE PLAN

Annual TB Clearance

* TBtests to be completed by the 3™ week
of each month

* RCC to conduct a scheduled audit to ensure
annual TB tests have been completed

* Additional TB tests will be completed during
the 4™ week of each month

-Resident-#4—initial 2-step TB-clearance unavailable for
review. Submit copy with plan of correction.

Resident #2,5,11 — Annual TB clearance unavailable for
review. Dose #2 of COVID vaccine given on 2/7/21. Submit
copy with plan of comrection.

[prior to APRN coming to sign forms]
¢ Consistent monthly schedule has been
discussed with APRN
(she will come to the facility on q specific
day each month to sign completed TB tests)
*  RCCwill scan signed TB clearance forms into
resident chart

* Clinical Leadership Team will be educated
regarding this process

*  Completion Date: 6/8/2021
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Licensee’s/Administrator’s Signature: /(M—
Print Name: 5 'f&[; /. en/

Date:
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